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Acute appendicitis is one of the most common surgical emergencies. However, atypical clinical pre-
sentation and imaging can cause diagnostic confusion. We report a case of a 3 yr old girl with doubtful
history of foreign body ingestion and presenting to us with features of sub acute intestinal obstruction.
Serial Computerized Tomography scans (CT) were suggestive of single foreign body (FB) in distal illeum
with high attenuation. But the nature of FB could not be determined on history or imaging. However on
exploration there was acute appendicitis with a giant appendicolith at the base of the appendix. Ap-
pendectomy with retrieval of the appendicolith was done. Post operatively patient had complete relief of
symptoms.
 2016 The Authors. Published by Elsevier Inc. This is an open access article under the CC BY-NC-ND
license (http://creativecommons.org/licenses/by-nc-nd/4.0/).Giant appendicoliths are very rare. On detailed review of liter-
ature we could not ﬁnd any case of giant appendicolith being
reported in children. Acute appendicitis is usually a clinical diag-
nosis, but atypical clinical presentations and at times radiological
investigations can lead to diagnostic dilemma.1. Case report
3 yr old girl presented to us with history of passing loose stools
for four days followed by constipation, abdominal distention and
non bilious vomiting since 2 days. Mother gave a doubtful history
of child ingesting a foreign body one month back when the child
was in playroom. However no deﬁnite history of same or of nature
of FB could be obtained. On examination abdomen was soft with
minimal distension, without any guarding or rigidity. Blood in-
vestigations including leukocyte counts, serum electrolytes were
normal. X-ray abdomen erect showed distended bowel loops with
no evidence of any foreign body. Ultrasonography of abdomen
showed dilated bowel loops with echogenic mesentry and sub-
centrimeter lymph nodes in right inguinal fossa. Hence with a
provisional diagnosis of gastroenteritis we treated her with anti-
biotics and the child settled. But the same complaints recurred
over next two weeks with intermittent generalized pain in
abdomen and non bilious vomiting. Hence a CT scan abdomen and.R. Athawale).
Inc. This is an open access article upelvis was done which showed a spherical high-attenuation object
of 2  1.6 cmwithin the lumen of distal small bowel. The appendix
was not identiﬁed and there was no inﬂammatory stranding. ButFig. 1. Chest radiograph showing absence of foreign body.
nder the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Fig. 2. CT abdomen and pelvis showing spherical foreign body.
Fig. 3. Intraoperative photograph showing acute appendicitis with incision over the
appendix. Fig. 4. Intraoperative photograph showing appendicolith.
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Fig. 5. Intraoperative photograph showing removal of foreign body.
Fig. 6. Postoperative CT scan abdomen and p
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observation to monitor for self progression and evacuation of
foreign body. A week later the symptoms recurred and X-rays
failed to show this FB. A CT scan was repeated, which showed non
progression of FB. Due to non availability of contrast at our center
we were forced to evaluate on basis of these noncontrast CT
images. On account of signiﬁcant dilatation of bowel loops we
deferred diagnostic laparoscopy and went ahead with exploration
of abdomen by right transverse supraumbilical incision. Multiple
edematous illeal loops were found in RIF with thick interbowel
and with parietal wall adhesions. After doing adhesiolysis ap-
pendix was found to be inﬂammed and on opening the appendix,
a giant fecolith was present at its base. Appendectomy with
retrieval of appendicolith was done, followed by milking of in-
testinal loops to rule out presence of any FB. Postoperative period
was uneventful. Patient started tolerating feeds from ﬁfth day.
Histopathological examination was consistent with acute inﬂamed
appendicitis with appendicolith. Patient on follow was asymp-
tomatic yet her parents had got a CT scan done without any
medical advice which showed absence of any radio opaque
shadow in ileum conforming that the foreign body was a giant
appendicolith (Figs. 1e6).elvis showing absence of foreign body.
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The appendicolith, also known as a “fecolith” or “corpolith,”
represents calciﬁed deposits. These are visible on CT scan as areas
of high attenuation measuring more than or equaling 1 cm which
are located in the paracecal area, or occasionally in cases of
perforation in the Morrison’s pouch [1], Giant appendicoiths
(>2 cm) have been rarely reported in literature [2]. They are
usually single and are composed of inspissiated faecal material
and mucus with trapped calcium phosphate and inorganic salts.
The radio opacity varies with its mineral content. Some are
mineralized uniformly and appear as a solid calculus on radio-
graph; while others may have a radiolucent center surrounded by
mineralized outer layer. Most appendicoliths are asymptomatic.
On abdominal X-ray they can be detected incidentally in less than
15% [3] of cases when they are sufﬁciently calciﬁed. Rarely do
they give an acoustic shadow on ultrasonography. On CT scan
appendicoliths appear in 25% [4] as laminated bodies with gas in
center or homogenous opacity. The reported sensitivity of CT scan
for detection of appendicoliths is only 53.1% [5]. It has been re-
ported in literature that 28% of adults and 30% of pediatric pa-
tients with acute appendicitis have appendicoliths [4]. According
to Jabra et al. who had studied the diagnosis of appendicoliths in
children using CT scans, when associated with abdominal pain,
they found 90% probability of acute appendicitis in patients and a
50% higher risk of appendiceal perforation in them [6]. Giant
appendicoiths (>2 cm) are very rare. We found only three
cases of giant appendicoliths reported in the literature none
of which were in children. Out of these, in one case clinical
presentation was suggestive of urololithaisis [5] but on CT scan
it was conﬁrmed to be an Appendicolith. In other two cases,
they were associated with complicated appendicitis having an
abscess [2,7].
Atypical presentations are common; due to poorly localized
visceral or somatic pain. Cases have been reported where appen-
dicitis have presented with features suggestive of urological prob-
lems like the cases reported by Teke et al. [8] and Bulent et al. [9].
Giant appendicolith can also be confused with gall stones or foreign
body as in our case. The ultrasound has been used as the ﬁrst
method of imaging, while CT scan is used when diagnosticconfusion is there, since it has higher sensitivity and speciﬁcity (94%
and 95% respectively) [5].
3. Conclusion
Giant appendicoiths (>2 cm) are rare and only three cases are
reported in the literature. This is the ﬁrst instance of a giant
appendicolith being reported in a child.
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